/l. On day 5 of therapy, he was admitted with severe pain in the suprapubic region. He was afebrile, had mild dehydration, severe pallor and spleen measured 15 cm below LCM. The laboratory parameters were hemoglobin 5.6 g/dl, platelet count 77 × 10 9 /l, WBC count 77.6 × 10 9 /l, blood urea 233 mg/dl, serum creatinine 12.7 mg/dl, calcium 7.2 mg/dl, uric acid 38.4 mg/dl, phosphorus 7.2 mg/dl and potassium 8 mEq/l. On the basis of these findings a diagnosis of TLS and acute renal failure was made. Notably, he had adequate renal and hepatic functions and was not exposed to any contrast agent or nephrotoxic drug prior to starting STI 571. With vigorous supportive care and hemodialysis his biochemical parameters improved and finally normalised after 7 days. Treatment with STI 571 was continued through the episode without any dose modification. At last follow-up, a month later, his spleen had regressed to 2 cm, WBC count was 6.5 × 10 9 /l, renal functions were normal and he continued to take STI 571.
Despite the propensity of STI 571 to produce early responses (lowering of WBC count within 2-3 weeks), TLS has not been specifically observed with its use. In a phase I trial, one of 58 patients treated for Ph positive CML-blast crisis or acute lymphoblastic leukemia (ALL) developed this complication; details are not available [4] . A recent report from Israel describes a patient with Ph positive ALL with WBC count 41 × 10 9 /l; he received STI 571 600 mg/day for 2 days and on day 5 was diagnosed as having TLS [5] . Following vigorous hydration and continued hemodialysis, the renal function returned to normal on day 14 and STI 571 was resumed at half the dose.
Preliminary data indicates that cells from patients treated with STI 571 undergo rapid apoptosis [4] . This probably results in rapid release of intracellular contents into the blood stream, producing a pattern of features consistent with TLS. Patients with CML in accelerated phase/blast crisis with WBC counts >20 × 10 9 /l should routinely be prescribed allopurinol and hydration and observed closely for TLS. They should be hospitalized at the earliest sign of this complication and treated with intravenous hydration, forced diuresis, correction of acid-base status and hemodialysis if worsening renal failure ensues. 
